T o achieve professional status, a field must de· fine itself, its expertise, and its unique knowledge base. These definitions can best be obtained through the systematic investigation of practice. Scholars and leaders in the field of occupational therapy have encouraged the conduct of such research to promote the professionalization process. The present study was initiated to explore the dimensions of excellence in occupational therapy through a description of the personal traits, knowledge, and skills of occupational therapy masters.
Literature Review
Several areas of literature were reviewed to establish a conceptual basis for this project: professions and professionalism, excellence and mastery, and occupational therapy history.
A synthesis of sociological literature regarding the characteristics of profeSSions revealed several commonalities across fields. First, in their practices, professionals are trusted by their clients, have a strong commitment to service, and engage in autonomous decision making (Etzioni, 1967; Friedson, 1971; Goode, 1957; Moore, 1970; Pavalko, 1971) . Second, a profession is identified by a unique theoretical body of knowledge and philosophy used primarily by its members. This knowledge is acquired through advanced study at the university level and is expanded through research conducted by professionals (Etzioni, 1967; Friedson, 1971; Goode, 1957; Moore, 1970; Pavalko, 1971) .
Professionals are expected not only to prOVide services to clients in need but also to ensure that those services meet internal and external standards for excellence. A fundamental step in the attainment of professional status, therefore, is the careful and systematic investigation of practice to identify the foundation knowledge, the theoretical underpinnings of practice, and the characteristics that constitute practice excellence (Glazer, 1969; Schon, 1983; Yerxa, 1983) .
In an exploration of the literature from many professional fields, few studies were found that define or explore mastery and excellence. Although scholars in such areas as music, business, education, science, and health care have attempted to clarify mastery, the vague nature of mastery and excellence makes these constructs difficult to investigate and empirica11y characterize. Various philosophical and literary works, however, suggest certain elements of mastery (e.g., Gardner, 1984; Sudnow, 1978) One theme in the literature on mastery is the unique reasoning that masters demonstrate. These masters are portrayed as persons who view problems from holistic perspectives that have not preViously been considered. Masters, therefore, seem to be able to creatively solve problems that others find unsolvable. Further, masters are described as persons who are positively challenged by seemingly impossible situations rather than defeated by them. They seem to transcend rules and modify existing knowledge with their own organization of experience. Masters are also described as future oriented and committed to the domain of their mastery (Benner, 1984; Gardner, 1984; Kuhn, 1970; McClelland, 1961; Pirsig, 1974; Polanyi, 1958; Schon, 1983) .
Within the field of occupational therapy, only a few studies have explored the nature of practice. Perhaps the most widely known of these studies are on role delineation. As stated by Barris (1982) , however, investigating practice through classifying "what is" does not imply "what ought to be." More recently, the American Occupational Therapy Association's EntryLevel Study Commission (1987) suggested that exemplary practice should be characterized by critical thinking and clinical reasoning in which patients are viewed from a broad systems perspective. In a study of occupational therapists who attended critical thinking workshops, Parham (1987) concluded that the excellent practitioner is one who demonstrates Schon's notion of a reflective problem solver and who uses the conceptual framework of human occupation.
Although occupational therapy is moving ahead in examining its practice excellence, no existing empirical studies have resulted in a clear picture of mas tery. The absence of such information, the contemporary efforts to professionalize, and the survival of the field within the changing health care arena highlight the need for research that makes explicit the nature of occupational therapy mastery (Barris, 1982; Burke, 1984; Cromwell, 1979; Gillette, 1979; Hopkins, 1979; Johnson, 1979; Reilly, 1962; West, 1979; Yerxa, 1983) .
Method
Two methods were used to investigate mastery in occupational therapy practice: the Delphi method and the focused interview. The Delphi method, originated by the Rand Corporation in the early 1950s (Linstone & Turolf, 1975) , was developed for the purpose of ascertaining and combining the opinions of experts without the interference of group dynamics. In this method, experts respond independently to repeated paper-and-pencil surveys that address a specific issue until areas of clear consensus or dissent emerge. The focused interview is a semistructured interview in which the researcher begins by asking the respondent broad questions and then, on the basis of the respondent's information, narrows the questions to specific focus areas.
These two methods were selected for several reasons. First, although hunches can be posited, the nature of knowledge and the definition of concepts in the area of practice mastery do not provide a solid theoretical foundation for more positivist deSigns in which a priori hypotheses can be generated. Therefore, descriptive research aimed at identifying and clarifying variables rather than at testing relationships among them was most appropriate to the research aims. Second, as stated by Schon (1983) , methodology to explore professional action must be able to capture not only the explicit parts of mastelY, but also the unspoken elements. Finally, the use of multiple methods allowed for the exploration of mastery from both broad and specific perspectives. The Delphi survey was intended to reveal common conceptions of mastery among experts, whereas the interviews were aimed at illustrating these concepts in actual practice.
Sample
The sample for the Delphi component of the study consisted of 49 members of the roster of Fellows of the American Occupational Therapy Association. The respondents were selected nonrandomly, based on the likelihood that they would be willing to participate. Because the Delphi method is descriptive and interpretive and seeks to obtain opinion, external validity is not an appropriate concern.
For the focused interview component of the study, three Philadelphia-based occupational therapists were selected from a list of master clinicians generated by the Delphi survey. The localization of interview informants to one area was not considered a limitation because the results of the interviews were used to illustrate concepts, not to support hypotheses. Each of the three informants represented a dilferent area of practice and a different educational level.
Instrumentation and Procedure
Based on the literatllre on mastery, the follOWing six categories of mastery were identified and explored the Delphi portion of the study:
1. Personal traits of mastery 2. Clinical judgment 3. Knowledge 4. Credentials 5. Relationship with clients 6. Determinants of mastery Questionnaire 1, which was developed by the researcher, contained 40 items distributed among the six categories. The items were in either a dichotomous forced-choice or a rank order format. The questionnaire also asked the respondents to name three master clinicians and to give demographic data regarding each clinician's area of practice, years of experience, specialty area, domain of practice, educational background, and past employment.
To establish construct validity, Questionnaire 1 was pilot-tested with six occupational therapists and one sociologist. Once the questionnaire was refined, it was sent to the 49 Fellows selected for the study with a letter requesting participation, ensuring confidentiality, and asking for a response within 2 weeks. Thirty-eight persons (78%) responded; 33 of these responses were usable for the data analysis (see Table  1 for the respondents' demographics).
The data from Questionnaire 1 were analyzed and served as the basis for Questionnaire 2. Questionnaire 2 consisted of the same six categories of mastery but was condensed to 21 dichotomous forced-choice and rank order items. The only items included were those for which a consensus was not achieved. The results from the previous round were presented with each item. A letter requesting response within 2 weeks instructed the respondents to consider the opinions of the other experts before answering. A third questionnaire was not necessary because clear areas of dissent and consensus emerged from Questionnaire 2.
Based on the results of the Delphi survey, 18 interview questions were established as the basis for the focused interviews (see Table 2 ). The three master practitioners selected for the study were then con- Note In the categories of Specialization and Practice Domain, some respondents placed themselves in more than one category. AOTA = American Occupational Therapy Association. ' (Linstone & Turolf, 1975) . b Includes developmental disabilities, excluding mental retardation and gerontology. <Includes theory building, consultation, and research. tacted by telephone. Two masters were interviewed in person and one was interviewed by telephone.
Data Analysis
Descriptive statistics were used to analyze the Delphi results For results from Questionnaire 1, frequencies and percentages were calculated for the dichotomous forced-choice questions. For the rank order questions, the scores for each item were tallied and the mean scores were calculated. The data were then reduced to ordinal categories of high, medium, and low importance to occupational therapy mastery, for ease in reporting results in Questionnaire 2 The values for categorization were based on the distribution of mean scores. Although not requested, some respondents offered comments. Each comment was coded according to its category and reported in the second-round survey.
All response items were presented in Questionnaire 2 with the results from the preVious survey. The
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In·person interviews were tape recorded, and the telephone interview was recorded in field·note format. All interview data were coded as belonging to one or more of the six categories of mastery or as common or not common to all masters.
Results

Personal Traits ofMastery
In the section on personal traits of mastery, the experts responded to four items. The first three items addressed questions about who becomes a clinical master. Although 82% of the experts disagreed with the statement that only a few individuals possess mastery potential, 80% indicated that not all could become master clinicians. The experts were unable to reach a consensus, however, on whether specialization was a requisite for clinical mastery.
The results from the rank order question in Questionnaire 2 are presented in Table 3 . The rankings from Round 1 were presented and, after considering the results of the previous round, the experts again ranked the traits.
Consistent with the Delphi findings, the interview results revealed that each of the masters pos- sessed all of the traits that the experts rated as highly important to clinical mastery. In addition, the maSters described themselves as adaptive, intuitive, insightful, empathic, and committed (note that the experts rated commitment to occupational therapy as only moderately important to clinical mastery). The Delphi results regarding traits of low importance were also confirmed by the interview data. The dissent regarding specialization was not confirmed by the three master respondents. They viewed mastery apart from specialization as "a set of traits and behaviors which could be applied to any area of specialization, once knowledge and skill were mastered."
Clinical Judgment
The experts reached a consensus on 6 of the 11 items presented in this category in the first Delphi round. Sixty-siX percent or more agreed that masters are creative problem solvers; consider the gestalt and future needs of the patient in decision making; combine theory, previous experience, and intuition as a basis for decisions; and are able to articulate reasons for their decisions. Zero percent believed mastery must include expertise in a technical skill area (see Table 4 ).
The data from the focused interviews confirmed expert opinion. However, the masters were better able to describe the process of decision making. The data demonstrated that although the masters did not necessarily use similar sou rces of information on which to base their decisions, they all used similar reasoning patterns. The extent to which the masters could independently articulate their decision-making process varied. In the present study's small sample of three masters, the ability to articulate the decisionmaking process correlated positively with level of education.
Knowledge
Of the 12 dichotomous forced-choice items in this section, at least 70% of the experts reached a consensus on the first round for all but one item (see Table 5 ). The only item for which a consensus was not reached in this category was related to the communication of expertise as an essential characteristic of mastery. Sixty-one percent agreed and 39% disagreed with the statement, "Individuals can only be considered master clinicians if they share their expertise in writing or in presentation."
In considering the content of knowledge, 88% agreed and 12% disagreed that espousing the concept of occupation as the core of practice was fundamental to mastery. In the focused interviews, the masters corroborated the experts' opinions regarding knowl- edge, including the importance of the concept of occupation to practice. Unlike the experts, however, who indicated that masters hold a holistic view of humans, each master described a different view unre- lated to the framework of occupation. The masters' views of humans were determined by their theoretical preferences and specialty biases.
Credentials
The section on credentials asked the experts to address the relationship of credentials to mastery and to rate the importance of specific credentials of recognition to mastery. Consensus was reached on only three of the five dichotomous forced-choice items in Questionnaire 2 that explored the relationship of credentials to mastery, Sixty percent disagreed with the statement that credentials are irrelevant to mastery, and 81 % agreed that occupational therapists with an advanced master's degree are more likely to be clinical masters than those who possess only entry-level credentials. Ninety-two percent believed that holding office in a professional association is irrelevant to mastery. Areas of dissent emerged on items exploring the relationships between fellowship and mastery and between the entry-level master's degree and clinical mastery.
Regarding recognition of mastery, 100% of the experts agreed that mastery can be demonstrated by the clinician's ability to articulate a theoretical rationale for clinical decisions and by positive patient outcome. Eighty percent or more rated reputation in the occupational therapy community and in the professional community, studies published, and research as moderately important to the recognition of mastery, and 81 % rated specialization as of low importance to the recognition of mastery, Consistent with the Delphi results, all three masters recognized the importance of graduate or continuing education to their own mastery, particularly in promoting sound clinical judgment and knowledge of theory and research. The masters also agreed with expert opinion regarding the absence of a relationship between holding office and mastery. In discussing recognition of mastery, the masters agreed with the experts that patient outcome was the clearest indicator of mastery. However, the masters disagreed with the experts' opinion that the ability to articulate a theoretical rationale for clinical decisions is important for mastery recognition.
Relationship With Clients
In Round 1, the experts achieved a consensus on four of the six items in this category. Ninety-four percent agreed that, whether the masters are liked or not, they are able to motivate their patients to achieve positive therapeutic outcomes. Eighty-eight percent indicated that masters had to be trusted by their patients. The experts could not agree on the relationship between being an excellent teacher and mastery or on the degree of emotional bonding displayed by the clinical master.
The interview data suggest that the masters agreed with the experts on the basic characteristics of the relationship of master clinicians to patients_ However, the masters were able to add the dimension of unique personal style, which is based on individual traits, view of humans, and perceptions of the role of the therapist, to their description of their relationships with their patients.
Determinants ofMastery
This section summarized elements of clinical mastery that were presented in the literature and addressed throughout the survey. The experts achieved consensus on all items (see Table 6 ).
The interview data supported the Delphi findings. The four characteristics that the experts suggested were most important to mastery were consistent with the commonalities of mastery described by all of the master clinicians. The indicators and determinants of mastery rated as moderately important by the experts were mentioned by at least one of the masters during the focused interview. The characteristics deemed least important to clinical mastery on the Delphi survey were not identified by the master clinicians at any time during the focused interview.
Discussion
The expert respondents generally agreed on a de· scription of clinical mastery that appears to form the foundation for mastery as described by the masters themselves. The interview data provided additional information, however, about the uniqueness of each master as well as the commonalities of clinical mastery. The clinical master appears to be a person who embodies the personal traits, clinical reasoning style, knowledge and skills, and relationship with patients described in the Delphi survey. Additionally, the master adds the element of individual style to each of the categories of mastery. Five areas of disagreement between the experts and the masters did emerge from the data analysis. First, regarding commitment to the profession, the experts rated the trait of commitment to occupational therapy as only moderately important to the masters, but the masters rated this trait as highly important to their own mastery. Second, the articulation of a rationale for clinical decision making was a characteristic that the experts rated highly important to the clinical judgment style of masters, whereas the masters themselves varied in their ability to verbalize their decision-making process. Third, the experts suggested that masters hold a common, holistic view of humans, whereas the interview data suggested that the masters develop idiosyncratic views based on preferred theoretical foundation and specialization. Fourth, the experts indicated that articulation of the theoretical underpinnings of practice is essential to the recognition of clinical mastery, whereas the masters varied in their capacity to explicate the theoretical framework for their decisions. Finally, the experts did not capture the unique style of the masters' relationship with their patients, as described by each of the masters.
An exploration of the sample characteristics may explain the reasons for these discrepancies. All of the Fellows who served as the study sample had completed their graduate education, and more than half held a doctorate. Twenty-two of the 33 respondents to Questionnaire 1 were educators, and 11 of the respondents indicated that they had participated in administrative activities (some respondents classified themselves in multiple practice roles). Although this sample represented extensive clinical experience, Fellowship tends to be awarded after occupational therapists move from clinical practice into other professional domains. Thus, the professional roles of the experts make them the observers, rememberers, and perceivers of mastery. It is therefore not surprising that the results of the Delphi survey characterized mastery in terms of observed and explicit elements that could be recognized by onlookers.
A second consideration about the sample is the experts' educational focus. Because occupational therapy educators teach novices, they may view a person who is able to clearly articulate the rules of practice (i.e., the rationale and theory underpinning clinical decisions) as exceptional.
Conversely, the three clinical masters experience mastery. Rather than conceptualizing a generalized view of occupational therapy mastery, they approached mastery through an individual description of their daily activities. The individual stylistic elements of clinical mastery could therefore emerge, because each master described herself.
Perceptual differences between the two sample groups is due also to instrumentation. In the Delphi survey, the knowledge generated was focused on the exploration of common elements of mastery, whereas the master informants were asked to reflect on their own practice only, thus allowing for individual styles and differences to emerge.
Given the above methodological conSiderations, the mastery characteristics generated in the Delphi survey are suggested as the basic, explicit, recognizable elements of mastery, whereas the description of mastery advanced by the master informants illuminates those elements of mastery that cannot be quantified or described and that thus render it a human process.
Description of Occupational Therapy Mastery
The Delphi survey and focused interview findings suggest that the following personal traits are essential to mastery: (a) intelligence and curiosity, (b) the ability to engage in autonomous and creative decision making, (c) adaptiveness, (d) insightfulness, (e) empathy, ([) a commitment to occupational therapy, and (g) a unique personal style. Furthermore, masters seem to be able to organize their experience into personal theories for use. Thus, experience not only serves as a basis for knowledge but functions as the foundation for clinical decision making.
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Judgment seems to be the cornerstone of mastery. Mastery in clinical occupational therapy seems to be, for the most part, a function of the creative thought processes that comprise mastery judgment. The master appears to view data in a unique manner-a manner uncommon to other occupational therapists. Thus, the clinical master is able to define problems so that they are resolvable, to make seemingly impossible situations possible, to consider and render decisions based on multiple variables, and to see the gestalt.
The issues of content and knowledge upon which masters base their judgments are not clearly defined. As predicted by the experts, however, each master stated that knowledge was constrained within the context of occupation, regardless of additional frames of reference or of the content of clinical cases. Sources of knowledge used by clinical masters include specific occupational therapy theories and knowledge, experience, the current clinical situation, the patients' goals and future roles, and such external factors as funding and reimbursement. Although the clinical masters all hold common foundations for judgment, however, personal style determines how knowledge is processed. Again, the common elements of knowledge use and judgment identified in the research findings seem only to contribute to mastery if a person modifies those elements with personal style.
The clinical master seems to have transcended the use of theory as a gUide for professional activity. Theory and personal organization of experience seem to form the foundation for clinical judgment, that is, the master creates a unique personal theory that frames clinical decisions. The articulation of this unique framework, however, is variable. It is interesting to note that the master who most clearly articulated her personal theory had achieved the highest degree of education of the three master informants and had participated most frequently in educating novices.
Two trends from the literature regarding the relationship between masters and patients are supported by findings in the present study. The first trend is the master clinician's emotional investment of caring. This bond, while remaining in the professional realm, implies that the master clinician acknowledges the uniqueness and worthiness of the individual and is able to develop a relationship with each patient that facilitates the achievement of therapeutic goals. The second trend is the patient's trust of the master clinician.
The application of the master clinician's judgment, knowledge, and skill can be observed in the treatment outcome. The intervention process undertaken by the master is fluid and dynamic: The master is able to monitor feedback consistently and adapt the treatment process to meet the demands of the clinical context.
The master clinician is characterized by his or her success in promoting patients' progress. In essence, the clinician cannot achieve mastery, regardless of knowledge and skill, unless he or she can positively affect the client.
In conclusion, mastery seems to exemplify the professional practice of occupational therapy; each of the elements of professions identified in the sociological literature is demonstrated by the practice of the master clinician. The mastery level of clinical occupational therapy practice, therefore, serves not only as a model of mastery but also as the ideal of the contemporary profession of occupational therapy. Further investigation into professionalizing occupational therapy can therefore be based on the quantification and qualification of the expertise within the field and not on professional gUidelines from other fields. A
